VMISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

Y ETB

— L
STATE FILE NUMBER
AMENDED Registration District No. /0 Primary Registration District Nwz..Q..Q.g-_-__Regisnor‘s Ne. -_.[..7__-‘-_____
— P . O -y '
—EFIERL AN o 01962 7 USUAL RESIDENCE (Where deceased Tived. If inatitution: Residence before
a a. COUNTY Audr‘ 1 a, STATE b, COUNTY admission)
[ ain Mlcsouri Monteomeprsy
% b. cg;r (If outside corporate limits, give TOWNSHIP enly) Length of stay in 1b [ COI!RY -~ “ M Tnside Limits
=z .
2 OWN Mexico days VN Wellaville Yoo f Ne D
:j c. ;%QPTTﬂEOORF {1f NOT in hospital, give location) Inside Limits d:é%iEETss (If eutside, give location) Reside on Farm
T = INSTITUTI - Y N . Y N
= sUToRudpain Hospital g NoO 512 Continental a0 N Of
i 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeosr
{Type or print) DEO»:TH
i Walker Dyer Jones Jan. 20,19
i 5. SEX 4. COLOR OR RACE 7. Marrie Never Married [J 8. DATE OF BiRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male white Widowed Divorced [ Se t 12 1879 82 Mozlr-hs D%s Hours | Min.
] 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11~BIRTHPLACE (Cprv and state ar country) | 12. CITIZEN OF WHAT COUNTRY
w dyring magt of working life, even if rehred]
Ji: retiPed “Bruck Jriver | ReE,A. Callaway Go M o Usa
9 13a. FATHER'S NAME . 13b. MOTHER’S MAIDEN NAME had T4, OF HUSBAND OR WIFE
el
1@ Nuton Jones Kate Dyer Mar‘tha. Br'ooks Jones
W) 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NG, | 17. INFORMANT - dress
=<t {Yes, r unknown) | {If yes, give war or dates of service)
< 5 16) Mps, Marths Jones, Wellsvillie,
-7 = 18. CAUSE or DEATH (Enter only ane cause per line fo INTERVAL ‘BETWEEN
< E ART |. DEATH WAS CAUSED BY: . - ONSET AND DEATH
42 = IMMEDIATE CAUSE (a) 34
e} 8] ]
1212 s 7
= |8 & Canditions, if any, DUE TO (b) =~ —
w5 which gave rise to |
12 ‘£ above cli:ulo d[.), - 5
= s1ating the under-
= Iying couse last, DUE TO {c) _C@J\ :z(‘-t-/l 7 F\f/M_ﬂ 37 ,f A ¢V’ d C’ M
-‘% z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO- 'IH but not related to the termlnal PART 1L If dn:cn.d l@ female was
g ) disease condition given in PART | (e) there a pregn. in last 90 days.
g § r[] Yes ] O N- I 0 Unlmown’.
g j:; 9. WAS AUTOPSY 20a. ACCBENT SU|CE'1DE - HO__MEIlCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I1 of item 18.)
PERFORM
S < YES[] N
NES 3 | 20c TIME OF  Houl  Month, Day, Year |
‘2 a INJURY e.m.
Y g p-m
N 20d. INSURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STAITE
E WHILE AT WORK [ farm, factory, street, office bldg., etc.) .
E:} NOT WHILE AT WORK [J
Q
her —_
é 21. 1 attended the deconsed from_1 8 = L D — o - '—— ol = @ =6 and law saw e aliveon <X @G 2
o b Desth occurred at ") \ ? m on the date stated above, and to the best of my knowledge, from the causes stated.
—
8 5 ZZa. SIGNATURE {Degren or fitle) 22b. ADDRESS 22c. DATE SIGNED
T ’ —~
% s ) ﬁv—oﬁm& f. O U s fones Dy [* A =wn
2 238, BURIAL, CREMATION, | 23b. DATE b 23c. NAME OF CEMETERY OR CREMATORY ~~ /| 23d. LOCATION {City, town, of county) {State]
o a REMOVAL (Specify) Well 11 5 v
z & |Burlal Wellaville ellsville,MO
= < 24, FUNERAL DIRECTOR - A . DATE RECD. BY LOCAL REG. Qﬁls AR SmﬂE
E @] Howard F, . Wellsville Mo, [Y@orwary 72-/76% r&ﬂ ¢ jM/

(Licensed Embalmer’s Statement dRevene Side)
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

——

or by — Student Embalmer No.

working under my personal supervision, /
Student \—/\_/'\ e Signed

Signature of Student Embalmer

Licensed Embalmer No. 4494

P.O. AddressWatllavillie Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this bedy is not embalmed, fact should be so stated above.

[



